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The Financial Dialogue in the Development of 
Medical Treatment Plans
Christopher Busack, MS3, Bethany Fox, MS3
ABSTRACT
As patients face increasingly high out-of-pocket costs and 
difficulties navigating the healthcare system, failing to 
discuss available treatment options in financial terms can 
lead to grave consequences for patients. Medical bills are 
responsible for the majority of bankruptcies in the United 
States. Given the severe financial implications of medical 
bills, it is imperative that patients become more involved 
in discussions of their treatment plans and become aware 
of the costs of their decisions up front. Counseling about 
costs ensures that physicians avoid placing a debilitating 
financial burden on patients and maintain adherence to 
the ethical principle of non-maleficence. Various studies 
have shown that physicians lack proper education in 
health economics, which makes navigation of this aspect 
of healthcare daunting. Finding a place for teaching 
economics and health policy has been difficult given the 
necessity to deliver a voluminous amount of scientific 
content during medical education. Nevertheless, 
physicians function as part of a healthcare industry that is 
not immune from the economic principles that govern 
commerce in any other service business. We suggest 
incorporation of customer service techniques from other 
business settings into the traditional practice of humanistic 
medicine in order to facilitate cost discussion and improve 
patient understanding. A physician’s job is to educate the 
patient about potential plans of action to solve his/her 
problem, and costs represent key pieces of information 
for optimizing treatment plans. In the end, it is the patient 
who is entitled to decide what is best, or, in other words, 
the customer is always right.
ARTICLE
It is no secret that physicians are inadequately educated 
about healthcare economics. Various studies have 
demonstrated that physicians are consistently unaware of 
the costs their patients face from receiving care.1,2,3 In fact, 
when specifically questioned about the cost of the care 
they provide, physicians have been found to substantially 
underestimate charges.4,5 Given the severe financial 
implications that medical bills can have on a patient’s life, 
it is imperative that patients become aware of the costs of 
their decisions up front. A recent article by Rosenbaum 
and colleagues articulated the conundrum perfectly with 
the following scenario.6 “Helping a patient become well 
enough to climb the stairs to his apartment is meaningless 
if our care leaves him unable to afford that apartment. 
Protecting our patients from financial ruin is fundamental 
to doing no harm.”6 By leaving patients in dire financial 
situations, and in some cases bankruptcy,7 Rosenbaum 
and colleagues bring into question the ability of physicians 
to maintain adherence to the ethical principle of 
non-maleficence. 
Although health care workers tend to prioritize health 
above all else, many patients may value saving money 
more than alleviating minor health concerns.8 Failing to 
discuss alternative treatment options in financial terms 
represents a great disservice to the patient. Ubel and 
colleagues equate the medical bills patients face to side 
effects, which are regularly disclosed and discussed with 
patients every day.8 Oftentimes, medical billing systems 
operate separately from practitioners, and, because of 
this, practitioners are ill equipped to counsel patients 
regarding the cost of services.1 Medical billing has become 
so complex that a start up company called Copatient has 
begun to provide medical bill interpretation services to 
decipher all of the different charges.9 The company’s 
website describes itself as a type of public accounting 
service for medical bills that on average saves customers 
40% on their medical charges.10 Certainly, there must be 
a way physicians can help simplify billing such that 
patients can navigate charges on their own. Before that 
can happen, however, physicians need to become better 
educated themselves about the economic environment 
in which they practice. 
Finding a place for teaching economics to physicians has 
been difficult given the necessity to deliver a voluminous 
amount of scientific content during medical education. 
Still, medical school administrators are constantly seeking 
avenues to improve curricula. Health care expenditure 
comprised 17.9% of GDP in 2011 in the United States,11,12 
and this percentage is only projected to rise.12,13 For this 
reason, educating the key decision makers in health care, 
including physicians, about the practical financial 
components of providing services becomes increasingly 
relevant. Hafferty and colleagues have proposed a training 
process that places economics first, before all other 
courses in medical school.1 Other suggestions include 
adding additional required competencies set forth by the 
Accreditation Council for Graduate Medical Education 
(ACGME) so that medical schools develop ways to teach 
cost-effective care.14 More direct interventions could take 
place at the clinical level by adapting electronic medical 
record systems to display cost information on the spot.15,16 
Imagine a patient encounter where the physician can 
advise patients on the cost of laboratory studies or 
medication changes in real time. This would not only lead 
to cost consciousness by physicians, but also inform 
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action to solve his/her problem, and costs represent key 
factors for patients in order to choose an optimal 
treatment plan. Ultimately, it is the patient who is entitled 
to decide what is best, or, in other words, the customer is 
always right.
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patients of what to expect in terms of costs to follow. 
Furthermore, patients have been found to choose more 
appropriate and less invasive procedures when offered 
open information.17 This type of price transparency is 
typical of service businesses in the United States, so why 
has medicine deviated from such a traditional customer 
service model? 
The response from many in the medical field is that 
insurance complicates the financial aspects of health. 
However, medicine is not the only field in which 
insurance applies. Car insurance, renter’s insurance, 
phone insurance, and a myriad of other types of 
insurance are all commonplace in the business world, 
and yet costs for repairs are quoted prior to taking action. 
Another explanation for non-traditional business 
practices in medicine is the perception that patients and 
customers are not the same. Medicine is not a typical 
service industry, but an enterprise in which personal 
connections supersede monetary ramifications. Due to 
the personal nature of healthcare, physicians feel like 
they provide a service that is more sacred than those 
provided in other industries. The goal of this article is not 
to undermine the importance of the patient-physician 
relationship in any way; the trust between a physician 
and patient is the keystone to good medicine. 
Nevertheless, physicians function as part of a healthcare 
industry that is not immune from the economic principles 
that govern commerce in any other service business. 
Unfortunately, in the business context, many health care 
establishments fail to abide by many of the customer 
protection policies outlined by the Federal Trade 
Commission and Better Business Bureau. For example, a 
patient should be entitled to an accurate price quote 
prior to receiving treatment. Quoting prices is 
commonplace in some medical procedural settings, but 
the majority of patients in clinics or hospitals have no 
idea how much they will owe after their visit. This leaves 
many patients angry and burdened with an unforeseen 
bill after the fact. The financial implication of any course 
of treatment merits a place in the discussion between 
physician and patient prior to determining the final plan.
Many physicians fear thinking about treating patients in 
such a customer service mindset. Equating a patient to a 
customer seems to depersonalize the patient with the 
fear of eliminating the traditional physician-patient 
rapport. It should be possible, however, for physicians to 
maintain the art of personalized care, while concurrently 
providing excellent customer service.18 The two do not 
need to be mutually exclusive.18 Incorporation of 
customer service principles from other business settings 
into the traditional practice of humanistic medicine 
would likely achieve greater cost transparency and 
patient satisfaction. In fact, informing patients and letting 
them be active in their care has indeed been shown to 
improve health outcomes.17,19,20 In the end, the physician’s 
job is to educate the patient about potential plans of 
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